Mr. MOADAM ECCLES.
It is probable that " diverticulitis" is more common than is usually thought. The two forms are acute and chronic. The large intestine is the most frequent portion of the bowel to be involved. Acquired diverticula are generally multiple. It is by no means rare to find the diverticula running out into masses of fat, sometimes into actual appendices epiploicae. The acute variety when occurring in the pelvic colon may cause suppuration around the loop, and give rise to a condition termed erroneously " left-sided appendicitis." I have on several occasions opened abscesses in the left iliac fossa, which I have little doubt were due to perforation of these diverticula. The chronic form in this region is of great interest because of its similarity to carcinoma in the same part. The lesion occurs more frequently in men, and in men after middle life. It gives rise to troublesome constipation, with much flatulency, and considerable distress from frequent desire to defaecate. A tumour forms, and then with some emaciation, nearly every sign and symptom of malignant disease, except haemorrhage, is present. Even when the abdomen is opened it is difficult in many cases to be sure whether a'simple or a malignant condition is present. The specimen shown is a typical one which I removed from a gentleman aged 74, in November, 1913 . I had a letter from him two days ago to say he was now 80 years, and that he was in " rude health and very active," and had no return whatever of any of his troublesome' symptoms. It will be seen that the lumen of the pelvic colon has been very greatly narrowed, that there are numerous diverticula. In some instances a fairly certain diagnosis can be made by the appearance presented in a skiagram taken after the rectal-injection of barium under a vertical pressure of 3 ft. Several of the diverticula will be seen radiating from the lumen of the gut. Probably excision of the narrowed portion of the bowel is the most appropriate treatment.
Mr. G. GREY TURNER (Newcastle-on-Tyne).
My interest in this subject was first aroused in the year 1903, when, as Surgical Registrar, I had an opportunity of seeing Professor Morison remove what was supposed to be a malignant growth of the sigmoid flexure in a man aged 60. On examining the specimen I found it did not present the ordinary features of malignant disease, and Section of Surgery.-Sub-section of Proctology careful scrutiny showed that it was an example of diverticulitis. The patient died, and at a later stage we found the diverticula extended from the middle of the transverse colon to theT point at which the sigmoid had been divided, but none were present in the bowel below. It is rather curious that we should have overlooked the importance of these conditions at that time, because a paper by Schreiber was epitomized in the Medical Review of about that period.' Since then I have had the opportunity of seeing many cases which have illustrated practically all the clinical features mentioned by Dr. Maxwell Telling in his very complete opening paper.
I will speak of three particular instances. One was that of a lady, aged 34, upon whom I operated in 1904, under the impression that she was suffering from appendicitis. There was a typical attack, followed by the development of a luInp in the right iliac fossa. At the operation, however, the appendix was found to be normal, and, on further examination, a hard mass was found in the cscum, with great cdema of the retro-peritoneal tissue and a small diverticulum at the caput. The cacum and ascending colon were excised and an anastomogis made. Subsequent investigation of the specimen showed that the mass was entirely inflammatory around a diverticulum, and that the one at the apex of the cacum showed no pathological change. That patient recovered, and is at present alive a,nd well and without any symptoms suggesting the presence of further diverticula; none were noticed when the anastomosis was made.
The second case I want to mention is probably one of the curiosities of pathology. It was that of a man aged 60, who was admitted to the hospital in 1902 because of retention of urine. He said the condition had come on gradually, and that as it had been found impossible to relieve him by catheters an attempt had been made to empty the bladder by suprapubic tapping. Afterwards the patient became very ill, and was admitted with obvious peritonitis, from which he soon died. I made a post-mortem examination, and found extensive septic peritonitis, with feces all over the abdominal cavity. Low in the sigmoid there was a mass which I took to be cancer, and above that a large hole in the wall of the bowel. Further examination showed a large gall-stone free in the pouch of Douglas, -and this gall-stone just passed the hole in the colon, and had evidently been extruded from the intestine above the supposed growth. There was a communication I Med. Rev., 1902, v, p. 737. between the gall-bladder and the duodenum and the hepatic flexure, and a calculus projected from the viscus through the hole in the large bowel. The specimen was put aside for further investigation, but no use was made of it until 1908, when I was particularly interested in the subject of gall-stone ileus, and it was then that I discovered that the supposed growth was not malignant, but was a typical example of diverticulitis.
* In reference to the use of the sigmoidoscope, I think we owe much to that instrument simply on negative findings. We may think we have a case of maligniant growth in the lower bowel, but there is nothing to be seen. While Dr. Spriggs was speaking it occurred to me that it might be a good thing in these cases not to be content with a bismuth meal, but to give a series of such meals at varying intervals, so that the bismuth or barium would have time to worm itself into the small diverticula.
So far as treatment is concerned, I would like to mention two cases. One was that of a lady, aged 55, who came under my observation nearly seven years ago. She presented symptoms which, we were led to believe, depended upon an inflammatory condition in connexion with an old ectopic gestation in the left side of the pelvis. On opening the abdomen I found this pelvic condition was really a mass of bowel, and, on separating it, I saw that there were diverticula above it. It was in such a position that it would have been difficult to excise it and make an anastomosis, and I did not care to cut it away and make a permanent colotomy, as one would have been glad to do if it had been malignant. Therefore I made a colotomy alone. The patient remained well eighteen months, and at the end of that time she developed intestinal obstruction, and I had to reopen the colotomy wound. Afterwards she took care of the lower segment of the bowel by washing it through with saline, and kept well for five years. At the end of that time she developed another inflammatory mass, terminating in an abscess, which burst at the lower end of the abdominal incision. She got over that, with the persistence of a small mucous fistula, and is now in fair condition.
When surgeons get to know this condition better, and talk about it as we are talking to-night, it will gradually filter down to become common knowledge among those who see people in earlier stages of disease, and it is certain that cases will come to us for advice and treatment. And then our difficulties as surgeons will, I think, commence. It is all very well to say surgery is the only remedy, but it is a formidable undertaking to excise a colon simply because it harbours multiple diverticula which have not caused serious symptoms ! It has been my province to operate on two such cases. In one the man had suffered from symptoms which justified exploration. In that case it would have been dangerous to remove the whole bowel, and I had to be content with inverting several of the more prominent diverticula and stitching over the peritoneal pocket thus left. Other doubtful areas were covered with the neighbouring appendices epiploicae; in that way more serious consequences would be staved off until something could be done. The patient was told of the necessity for exercising care with the bowel. That is nearly eighteen months ago, and the patient remains in good health. In another case the diverticula were too rigid, and I could not treat them in that way. The patient was an old lady, and they were covered with fat. Therefore -I left them alone and closed the abdomen. (4) Serial Sections of a Specimen of Diverticulitis of the Sigmoid, excised under the Impression that it was malignant.-The patient was a man, aged 69, who had suffered for nearly ten years from attacks of abdominal pain with tenderness in the lower abdomen. The bowels were usually lax, and he never passed blood or mucus. An impending attack was often warded off by a dose of physic. After an especially bad seizure a " lump " was discovered, and he began to lose weight. The operation disclosed a large hard mass adherent to the bladder and apparently undoubtedly malignant. It was excised and the bowel anastomosed. The patient recovered with a tiny facal fistula, and lived in good health for six years afterwards.
(5) Carcinoma of the Sigmoid; Multiple Diverticula; Rupture of Diverticulum with Fatal Peritonitis.-Specimen obtained from a man, aged 70, admitted to hospital with peritonitis, which proved fatal eighteen hours after a sudden onset.
